The problem of ophthalmic emergencies and their management has been the subject of three recent papers,'`all of which have been based on data collected from specialist eye emergency units. Opinion as to the role of the doctor and the nurse has varied. This study aims to assess the ophthalmic workload of an accident and emergency (A and E) department in a district general hospital (DGH) where all patients attending are seen in the first instance by A and E medical staff with basic ophthalmic training and then referred where necessary to the ophthalmic resident or to the eye clinic.
SUMMARY A survey of ophthalmic emergencies attending the casualty department of a district general hospital over a 12-month period is presented. The total number of new casualty attendances was 30 649 of which 1870 (6 1% ) presented with an ophthalmic problem. There was a 3 to 1 male to female preponderance and a peak age of presentation between 20 and 30 years. The main aetiological factors were trauma 65 6% and inflammation 21.7%. Of the trauma patients 80% had sustained minor trauma (abrasions or foreign material to the cornea or conjunctiva) and of the patients with inflammation 71% had either conjunctivitis or blepharitis. There was a trend towards increased numbers in the summer months. The percentage of patients with inflammatory disease was higher in the early summer and the winter months. Nine of the 11 patients with acute angle closure glaucoma presented between November and February. All patients were initially seen by the accident and emergency medical staff, who were able to treat 69% without further consultation. No serious pathology was overlooked. It is suggested that, in the district general hospital setting, co-operation between the eye and the accident and emergency departments can be to their mutual benefit.
The problem of ophthalmic emergencies and their management has been the subject of three recent papers,'`all of which have been based on data collected from specialist eye emergency units. Opinion as to the role of the doctor and the nurse has varied. This study aims to assess the ophthalmic workload of an accident and emergency (A and E) department in a district general hospital (DGH) where all patients attending are seen in the first instance by A and E medical staff with basic ophthalmic training and then referred where necessary to the ophthalmic resident or to the eye clinic.
The results are presented to give an insight into the handling of eye emergencies in the A and E department, the variety and frequency of the presenting conditions, and their seasonal variation. The benefits and pitfalls of an ophthalmic emergency service run in conjunction with a general emergency service are discussed.
Material and methods
The Accident (3-9) (3-2) (1*5) (2-5) (6-7) (4-2) (3-7) (3.1) (5 1 (9) (8-7) (8-8) (9-25 (7-9) (6-6) (6-4) (10-6) (12-7) (7.11) (6-5) (10(9) One hundred and twenty-four patients (6.6%) required admission to hospital (Table 6 ), the two commonest diagnoses being hyphaema and retinal tear/detachment. Inspection of inpatient records showed that any cases admitted had seen the ophthalmic resident or been referred straight to the eye clinic immediately prior to admission. No patient requiring admission had been discharged from the A and E department.
Of the 1870 new cases 1667 (89.7%) were self referrals; 1715 (91.7%) resided in East Kent. The numbers from outside the catchment area were greater in the summer months but none the less small (15 in August compared with four in February), indicating that in East Kent at least the impact of holiday visitors on the ophthalmic emergency service was slight. There was a 3 to 1 male to female preponderance-1410 males (75%) to 470 females (25%). The peak age for attendance was 20-29 years. The numbers of patients attending showed an increase in the summer months, but the only age group to show a marked seasonal change was the 0-9 age range where numbers varied from three in January to 23 in June, the commonest diagnosis in this group being allergic oedema of the lids and conjunctiva.
Follow-up visits to the A and E department were made by 87 patients; 65 (75%) were arranged by the 
Discussion
This study is the first of its kind from a district general hospital. The population was from small towns and rural areas with no inner city catchment area. The studies from Bristol, Southampton, and Leicester were from specialist eye departments based on teaching hospitals in large cities. However, a number of common factors emerge. All studies show a male preponderance of between 2:1 and 3:1, and where the age of the patient is noted the commonest age of presentation is the 3rd decade.
Of the patients presenting with trauma, minor conjunctival and corneal trauma including foreign bodies accounted for between 82 and 93% of patients, and minor conjunctival and lid inflammation for between 67 and 80% of patients, presenting with inflammatory disorders.
In this study almost 90% of patients were selfreferred, a similar experience to that of Bristol and Southampton, whereas the number was only 56% from Leicester (30% were referred via general practitioners). This difference may be due to their casualty department being located in the general eye clinic.
This probably explains why 65-6% of our patients presented with minor trauma and only 21-7% with inflammatory disorders compared with between 43 and 52% for trauma and 29 and 45% for inflammatory disorders in the other centres: an episode of inflammatory disease was more likely to become recurrent or chronic and demand repeated attendances than a single incident of minor trauma.
Other differences in results may be related to the extent to which the casualty departments provide a comprehensive eye service. In East Kent patients with chronic or recurrent problems are usually referred by their general pratitioner straight to the general eye clinic in a separate location from the A and E Department.
Although the case load in this study is predominantly minor trauma and inflammatory conditions, there is in common with other studies a large spread of diagnoses, many of which require careful evaluation. The one diagnosis missing from this study taken after the passing of the seat belt laws is perforating injury caused by a car windscreen.
This study attempted to evaluate seasonal factors in the presentation of ophthalmic emergencies. Although there is a trend towards higher numbers in the summer, it does not reach statistical significance. The numbers of patients with all types of trauma showed little fluctuation with the seasons. This may be due to their being mainly related to year-round activities, such as work occupation, house repairs, and car repairs, though no detailed study of the circumstances of the injury was made.
Inflammatory eye disease in general made up a greater percentage of the case load in the early summer months and the winter months, with higher percentages in November to January and May to July. The summer peak may be reflected in the high incidence of allergies and iritis during these months, and the winter peak may be due to the higher incidence of upper respiratory tract infections and associated conjunctivitis. The incidence of acute angle closure glaucoma was also higher in the winter months (a well known association).
A further aim of this study was to contribute towards the debate about who sees an ophthalmic emergency. It is generally agreed that this is a primary care function, and yet the majority of patients constituting ophthalmic emergencies refer themselves to hospitals rather than their general practitioner, a pattern which seems unlikely to change unless individual general practitioners in group practice develop a special interest in ophthalmology. Morell' states that only 1-6% of his consultations were for ophthalmic problems. Yet patients with ophthalmic problems accounted for 6.1% of the patients attending this A and E Department. While the A and E case load and the general practitioners' caseload are not identical, it seems likely that the proportion of ophthalmic consultations in general practice may be higher away from the large cities with dedicated ophthalmic emergency departments.
The studies so far show that most ophthalmic emergencies are minor in nature and treatable by personnel without extensive specialist training in ophthalmology. In Southampton 57.1% of patients first saw an ophthalmic trained nurse.
Not all hospitals with ophthalmic departments have the numbers of staff and the facilities to run a separate emergency service dedicated to ophthalmology, but where there is an A and E department a useful ophthalmic service can be provided.
In this study all the patients were initially seen by the A and E medical staff, and 69% were discharged from the department after only one consultation with the A and E doctor. Although few patients were seen again in the department, the majority of those brought back for follow-up were also discharged. In no case was serious pathology missed and in no case was hospital admission unduly delayed.
However, this system needs safeguards to be efficient and safe. It requires the provision of equipment, including a slit-lamp necessary for eye examination. It requires that an ophthalmology opinion be quickly available and it requires initial training of A and E medical staff in the use of the slit-lamp and removal of foreign material from the eye. There should also be co-operation and feedback between the ophthalmology and the A and E departments. This system can then be mutually beneficial to both departments, sparing the ophthalmic department the work of assessing and treating many minor problems and providing ophthalmic experience likely to be encountered in general practice for the A and E residents, many of whom may later enter this field. 
